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initial Comments
Complaint Investigation 2223865/IL.147008

Investigation of Facility Reported Incident of May
13, 2022/IL147136

Final Observations
Statement of Licensure Violations:

300.610a)
300.1010h)
3001210b)
300.1210d)2)3)
300.1220b)3)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Commiittee consisting of at teast the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility.

Section 300.1010 Medical Care Policies

h) The facility shall notify the resident's physician
of any accident, injury, or significant change in a
resident's condition that threatens the health,
safety or welfare of a resident, including, but not
limited to, the presence of incipient or manifest
decubitus ulcers or a weight loss or gain of five
percent or more within a period of 30 days. The
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facility shall obtain and record the physician's plan
of care for the care or treatment of such accident,
injury or change in condition at the time of
notification.’

| Section 300.1210 General Requirements for

Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

2) All treatments and procedures shall be
administered as ordered by the physician.

3) Objective observations of changes in a
resident's condition, including mental and
emotional changes, as a means for analyzing and
determining care required and the need for
further medical evaluation and treatment shall be
made by nursing staff and recorded in the
resident's medical record.

Section 300.1220 Supervision of Nursing
Services

b) The DON shall supervise and oversee the
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nursing services of the facility, including:

3) Developing an up-to-date resident care plan for
each resident based on the resident's
comprehensive assessment, individual needs

and goals to be accomplished, physician's orders,
and personal care and nursing needs. Personnel,
representing other services such as nursing,
activities, dietary, and such other modalities as
are ordered by the physician, shall be involved in
the preparation of the resident care plan. The
plan shall be in writing and shall be reviewed and
modified in keeping with the care needed as
indicated by the resident's condition. The plan
shall be reviewed at least every three months.

These requirements were not met as evidenced
by:

Based on interview and record review, the facility
failed to clarify an admission Physician order,
perform diabetic monitoring and ensure
necessary equipment and medication were
available for one (R1) of three residents reviewed
for diabetic care in the sample of three. These
failures resulted in R1's blood sugar not being
monitored, R1 not having an insulin pump for
insulin medication and R1 not receiving medically
necessary insulin by other means subsequently
resulting R1's blood sugar level becoming
elevated, and R1 becoming unresponsive without
apulse or respirations, CPR (cardiopulmonary
resuscitation) being initiated, R1 being transferred
to the local hospital and R1 expiring due to
Diabetic Ketoacidosis. The facility also failed to
notify the Physician of a change in a resident's
condition for one (R1) of three residents reviewed
for diabetic care in the sample of three. These
failures resulted in R1 experiencing increased
thirst, increased urination and vomiting which led
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